Materials and methods
We report a case of arterial priapism confirmed on penile colour duplex Doppler (CDU) which occurred following treatment of a prolonged low flow ischaemic priapism.
Case history
A 25-y-old man with psychogenic erectile dysfunction, treated with intracavernous pharmacotherapy for approximately 7 months presented to a hospital Accident and Emergency Department with an increasingly painful priapism present for 28 h since last administering Trimix. Corporal aspirate revealed dark blood consistent with an ischaemic priapism and pharmacological detumescence was achieved with repeated corporal aspiration and irrigation with dilute epinephrine. Approximately 12 h later, a painless and less rigid priapism occurred. He re-presented 3 days later where corporal aspiration revealed bright arterial blood. Penile CDU demonstrated an arterial-lacunar fistula (ALF) arising from the right cavernous artery in the mid-penile shaft, absent flow in the distal part of that artery and moderately severe mid-shaft tunical, intercorporal septal and intracavernous fibrosis. He was treated expectantly with a long acting formulation of pseudoephedrine and the priapism resolved after 12 days. Subsequent penile CDU demonstrated closure of the ALF and sustained occlusion of the right cavernous artery at 16-month follow-up. The patient continues to use sildenafil on an intermittent basis and had a normal Rigiscan nocturnal penile tumescence testing (NPT) at 3 months.
Discussion
Low flow priapism is a medical emergency and will result in irreversible corporal damage if present for 24 h or more. The ultrastructural changes to the corpora in ischaemic priapism include initial trabecular interstitial oedema followed by trabecular smooth muscle cell transformation into fibroblast like cells with loss of contractile elements after 12 -14 h. Smooth muscle cell necrosis, widespread endothelial destruction, eventual thrombus formation and irreversible erectile failure occur after 24 -48 h. 5 To the best of our knowledge, a low flow priapism complicated by a subsequent arterial priapism with ultrasonic evidence of an ALF has not been reported previously. Possible explanations include needle laceration of the right cavernous artery or a branch during the initial patient administered injection or subsequent corporal aspiration, inadvertent intraarterial administration of epinephrine or ischaemic arterial wall injury as a result of prolonged corporal hypoxia resulting in transmural necrosis and perforation.
Prolonged erections (4 -5 h) and almost daily use of intra-corporal injection (ICI) were constant features of this man's approach to treatment. The severity, extent and pattern of corporal fibrosis suggest treatment abuse. Needle laceration of a cavernous artery during patient administered injection has never been reported. In the flaccid penis, cavernous arteries are relatively mobile and needle laceration would seem unlikely. In the rigid edematous corpora of priapism, the cavernous arteries are relatively fixed and are possibly more susceptible to needle injury during corporal aspiration. The location of both cavernous arteries was eccentric and immediately adjacent to the intercorporal septum. It is possible that the observed septal and intracorporal fibrosis may have involved and anchored the right cavernous artery rendering it more susceptible to injury.
